1. Summary {#s0005}
==========

Anesthesia providers have had to introduce alterations to their practice and heighten precautions to contain the spread of COVID-19 to healthcare workers and patients in the hospital. While elective procedures are being temporarily paused, urgent and emergent procedures are still being performed with alterations to their planning and execution. Anesthesia teams regularly perform aerosol-generating procedures when ventilating and intubating patients. In fact, according to one study, the odds of transmission of an acute respiratory infection to a healthcare worker during intubation are 6.6 times greater than to a worker not exposed to intubation \[[@bb0005]\]. While personal protective equipment (PPE) and safe practices can curb virus transmission to healthcare workers, avoiding the aerosolizing nature of general anesthesia (GA) can further protect providers and other patients in the hospital.

The use of regional anesthesia during the COVID-19 pandemic should be the preferred method of anesthesia, whenever possible. In addition to its many benefits in the prevention of postoperative complications, the appropriate regional technique can preserve respiratory function and avoid aerosolization and airway instrumentation to prevent viral transmission \[[@bb0010]\]. This infographic ([Fig. 1](#f0005){ref-type="fig"} ) serves as a summary of recommendations, based on recent literature, for performing regional anesthesia in terms of planning, equipment and supplies, monitoring, considerations for peripheral nerve blocks (PNB) and neuraxial anesthesia, and safety. It should be communicated to the team that the donning of PPE takes time, and an unexpected conversion to general anesthesia is least desirable \[[@bb0015]\].Fig. 1Covid-19: Recommendations for regional anesthesia.Fig. 1

The first step when deciding to deliver regional anesthesia to a patient during this time is to review the COVID-19 status of the patient (positive, negative, person under investigation (PUI)). One should keep in mind that once community spread is significant enough, it can be assumed that every patient is positive for the novel virus. Because of this, all patients should wear a surgical mask throughout their transport through the hospital and during the periprocedural period to help prevent droplet spread. Similarly, healthcare staff should don the appropriate PPE including eye/face protection, surgical mask, gown, double gloves and shoe covers. While the use of N95 masks and powered air-purifying respirators (PAPR) can be used, their use should be weighed against the risk of transmission during the case, conservation of PPE for aerosolizing procedures, and the compromise of vision, mobility and team communication \[[@bb0010],[@bb0015]\]. If possible, consent should be obtained verbally or digitally, the latter with the use of one-time use plastic covers to protect electronics. To limit contamination, one recommendation is to review, block, and recover the patient in the operating room (OR).

All equipment and drugs to be used during the procedure should be prepared in a plastic bag, limiting the need for carts containing drugs to be wheeled in the OR potentially being contaminated. Plastic covers can be used to protect the ultrasound machine, supplies and excess probes that are not needed for the case, and this extra equipment should be removed. A healthcare worker can be designated as a "runner" to obtain unanticipated supplies, if needed. Once a peripheral block or neuraxial technique is performed, thorough testing should be completed to limit the chance of conversion to general anesthesia (GA) should the regional anesthetic fail. A surgical mask over an oxygen mask should be the preferred method of oxygen delivery, utilizing the lowest oxygen flows possible \[[@bb0015]\].

For PNBs close to the head or neck region, providers may want to consider the use of N95/PAPRs in addition to their PPE for airborne transmission protection. As previously mentioned, PAPRs may limit view, mobility and the ability to communicate with the healthcare team. Choose anesthesia technique wisely; blocks such as supraclavicular blocks can compromise respiratory function that may already be affected by COVID-19 pneumonia. For upper extremity surgery, axillary or infraclavicular blocks are good choices in avoiding respiratory compromise. The risk of immunosuppression with adjuvants such as dexamethasone, and side effects such as sedation, bradycardia or hypotension from clonidine or dexmedetomidine should be weighed against their benefits. The determination to leave a perineural catheter, which may require repeated patient contact, should be determined on a case-by-case basis \[[@bb0015]\].

The presence of COVID-19 infection is not a contraindication to performing neuraxial anesthesia, as it is not an aerosol-generating procedure. Thrombocytopenia should be ruled out in the planning stages of the neuraxial technique. An experienced provider should perform the procedure, and any pre-procedural sedation should be balanced with the risk of respiratory function compromise. Although there is no evidence of viremic spread in this manner, epidural blood patches should only be used in severe, debilitating cases to avoid injection of viremic blood into the epidural space \[[@bb0015]\].
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